There have been many publications about the long term prognosis for low birthweight babies. Most have concerned the experience in a single hospital, and reported accumulated data over a number of years. Few have reported the outcome in an unbiased population of all the babies born to mothers living in a defined geographical area in a defined time. Fewer still have provided detailed analyses of all the deaths as well as of disabilities among survivors from such a cohort. No such study has managed to maintain contact with every survivor for two years so that a single clinician could assess the progress of every child consistently.
A study has now been completed in the Northern region of all very low birthweight babies born in 1983. Comparable studies of children born before 1980 had all reported outcome in terms of birth weight, but gestation is the only variable accurately known to the obstetrician before delivery. We therefore report here the developmental progress of every baby born before 32 weeks' gestation in 1983, as well as the outcome for every neonatal survivor who had weighed 1500 g or less at birth.
Subjects and methods
Background information had already been collected (for a parallel study of mortality) for every baby of less than 32 weeks' gestation and every baby weighing 1500 g or less at birth born in 1983 to a mother normally resident in the Northern region.'
Approval for a special follow up survey was obtained from each district's ethics committee. All the children were traced and seen by a single clinician (UW) for assessment on or about their second birthday (21-26 months after birth) in order to make the assessments as consistent as possible. Information from the general practitioners, health visitors, and local paediatricians was available to the doctor before he saw each family, but information about the obstetric and neonatal background was only abstracted from the hospital case notes and entered on a standard form after the assessment had been completed.
Objective measures of disability were obtained so that this study could be compared with similar studies, although precise testing can Twenty children were severely disabled, and most of these children had more than one disability ( fig  1) . Fifteen children had disabling cerebral palsy, and 12 had developmental quotients of less than 70. Seven children were registered as blind or partially sighted; in four cases this was caused by damage to the central visual pathways, but in three there was severe retinopathy of prematurity. The five children with cerebral palsy as well as visual disability had the lowest developmental quotients in the study. Four children were deaf enough to require hearing aids, but none of the deaf children had had serum bilirubin concentrations of more than 225 itmol/l, and only one (a profoundly disabled child of 31 weeks' gestation) had any features of cerebral palsy. Three children had serious epilepsy, but in each case this was well controlled by drugs.
These definitions identify a group of children who had cerebral palsy severe enough to interfere with everyday motor activity, or sensorineural impairment severe enough to be likely to require special educational provision, or both. Nine children had developmental quotients of less than 50. Poor outcomes had been anticipated in some of these children. The only surviving triplet baby (of 25 weeks' gestation) required considerable resuscitation at birth and had early evidence of intracerebral bleeding on ultrasound scan followed by diffuse cystic change (developmental quotient 30). One child had congenital myotonic dystrophy and a developmental quotient of 38, and another had been ventilated for severe coliform meningitis at the age of 5 days (developmental quotient 22). Four other babies, however, had remarkably uneventful neonatal courses: two were ventilated for less than four days (developmental quotients 11 and 41) and two were not ventilated at all (developmental quotients 8 and 41). Some disability had been anticipated in the remaining two babies because there was ultrasound evidence of intracerebral bleeding (developmental quotients 10 and 18), but 
Discussion
Every neonatal survivor in this large regional study was accounted for, and every child assessed by the same observer when 2 years old. Some children proved difficult to trace, and others proved difficult to see for assessment though they were traced without difficulty. The amount of disability in these latter groups was much higher than in the 89% who were contacted without difficulty,11 a finding that 
PROGNOSIS
The present study highlights the poor prognosis that is associated with early neonatal fits, the increased incidence of disability in babies requiring more than two weeks of respiratory support (which may be partly due to a cross correlation with gestational age, fig 2) and the pronounced excess of male survivors with disabilities.
Outcome also seemed to be influenced by the obstetric factor that precipitated delivery. The chance of long term survival without disability in singleton babies of 24-31 weeks' gestation without malformations who were alive at the onset of labour or delivery was higher when delivery was precipitated by pre-eclampsia (73%) or antepartum haemorrhage (73%), than it was when spontaneous rupture of membranes before the onset of labour (60%), or spontaneous premature labour (52%), were the main obstetric factors. As the number of babies in each of these groups is comparatively small, the differences in prognosis may be a chance finding; minor differences in mean gestational age may be a further confounding factor. Nevertheless there is a clear need for further studies of this nature to see if such differences are consistently seen.
Nearly a fifth (19%) of the neonatal survivors after spontaneous premature labour were severely disabled, as were 13% of the neonatal survivors of abruption placentae and other severe antepartum haemorrhages. In contrast, only 3% of the neonatal survivors delivered because of pre-eclampsia, and 6% of the survivors whose delivery followed spontaneous rupture of membranes before labour were severely disabled. The mode of delivery had little discernible effect on mortality, or morbidity among survivors, once the obstetric factor precipitating delivery and the gestational age were taken into account. 1 The main finding of the present study is that though disability in survivors is only poorly correlated with birth weight in babies born more than eight weeks early, it is strongly correlated with gestational age. Severe disability was seen in seven of the 32 long term survivors of 24-27 weeks' gestation (22%) and 13 of the 198 survivors of 28-31 weeks' gestation (7%) (fig 3) . This is in line with the results of other community based studies that have shown that neonatal survival in such babies correlates much more closely with gestation than with birth weight.'8 The high incidence of disability in long term survivors of less than 28 weeks' gestation also confirms the findings from the few hospital based reports in which prognosis was assessed in terms of gestational age. We believe these findings strengthen the case for using gestational age rather than birth weight as the yardstick by which to measure outcome in all future studies of perinatal mortality and morbidity, even though analyses by birth weight are, for the moment, the only way of comparing recently collected data with studies on babies born before 1980.
Obstetricians urgently need better and more detailed information on long term prognosis if they are to make informed decisions about the management of mothers who require delivery, or who threaten to deliver spontaneously, more than eight weeks before full term. Parents themselves also need such information if they are to be concerned in and consulted about management when problems of this nature arise. At this stage the obstetrician will know which is the primary factor complicating the pregnancy, and will have a good idea of the baby's gestational age, but will only have an imperfect assessment of the baby's weight.
These considerations point to the logic of reporting both short and long term outcome in terms of gestational age rather than birth weight. Resistance to such an idea has usually been based on a feeling that, though birth weight had been documented with some precision, information on gestation is necessarily imprecise. Though this is undoubtedly true, the need for precision can be exaggerated because children are usually subdivided into 100 g (or 250 g) birth weight groups for analytical and prognostic purposes. Furthermore, the advent of ultrasound scanning and of other techniques for dating pregnancies'9 have now increased the accuracy with which gestational age can be determined in early pregnancy. The case note review undertaken during the present study showed that serious errors often crept into the calculation and documentation of gestational age, but it also showed that the various primary criteria used to assess gestational age seldom gave estimates that differed by more than 10 days.
We conclude that although the routine documentation of gestational age at delivery is often unreliable at present this is not because precision is impossible,but because the need for precision is not recognised. As data continue to accumulate showing that gestational age rather than weight is the most powerful predictor of mortality and morbidity at birth in preterm babies, the importance of documenting gestation properly and the value of analysing long term outcome by gestational age, should become more generally recognised. 
